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Honorable William G. Milliken
Governor of Michigan

State Capitol

Lansing, Michigan

Dear Governor Milliken:

I am pleased to transmit to you the final report of your Committee
on Unification of the Public Menta] Health System.

The eighty recommendations in the report propose a comprehensive
approach to assuring an equitable distribution of basic mental
health services throughout Michigan.

The Committee members and I look forward to presenting the report
to you personally. The Committee has formally asked me to convey

L to you its willingness to work with you and the Legislatufe in
‘implementing the recommendations you adopt. Their investment in,
and support of, these recommendations is great and their knowledge
of our program goals will be a strong asset as we move toward a
single, unified mental health system,

Sincerely,

Wm..,,//zﬁ.

V. A, Stehman, M.D.

cc: Frank M. Ochberg, M.D.
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Part 1
Executive Summary

The Governor's Committee on Unification of the Public
Mental Health System recommends establishing a single
point of responsibility for voluntary and involuntary entry
into Michigan's public mental health system, for determina-
tion and oversight of the services it provides, for system exit,

and for the resources that support services delivery.

That single point of responsibility is to be located in the
community. It is designated as a local mental health author-
ity encompassing one or more counties. Greater respon-
sibilities than are now possessed by community mental
health programs are recommended for each authority.
Greater authority, including the control of its direct service
personnel and fiscal resources, is recommended for the
authority.

Each local mental health authority will assure the delivery
of public information/education, prevention, client/
outpatient, partial day, residential, and inpatient programs to
all persons in its service area who are impaired by or at risk
of developmental disability, emotional disturbance, or men-

tal illness. Services are to be available, accessible, appropri- -

ate, unrestrictive, and provided in accordance with an indi-
vidualized plan of service. Services are to be directed at
defined client impact objectives. .

The client services management function that will assure
diagnosis, case planning, monitoring of service delivery, and
progress assessment is to be available to all clients of the
public mental health system. In addition to assuning the
direct delivery or contractual provision of services in ac-
cordance with these mandates, the local mental health au-
thority may offer supplemental programs to meet unique
local needs and it may elect to engage in research and
training.

The sharing of system governance recommended by the
Committee calls for the Department of Mental Health and
the local authorities to jointly: develop standards for serv-
ices, prepare planning guidelines, set budgetary priorities,
engage in personnel resource planning and development, and
carry out legislative liaison activities. Reserved to the De-
partment are these functions: communication and negotia-
tion with other state level organizations and with the federal
government, the provision of training and technical assist-
ance 10 local authorities, the consolidation of program and
budget planning, monitoring and enforcement of standards
for mandatory mental health services, and the provision of
those direct services, including research and licensure of
private mental health facilities, that are most feasibly ad-
ministered at the state level.

The principle of shared responsibility is to be extended,
via contract, to the-operation of state psychiatric_hospitals
and centers for developmental disabilities, except
operation 1s 10 remain a Department responsibility.

"Recommended program standards include new rules of
promptness and due process protections for clients. Devel-
opment of criteria for entry into and exit from the'system and
its component programs is recommended. Development of a
several step compliance process with clearly stated criteria

this comprehensive service delivery.
The Committee recognizes not only the value of jocal

current 90-10 ratio.

In recognition of the difficulties faced by some community
programs in getting expansion funds and of the potential
Impact on local revenues of the Headlee Amendment to the
Michigan Constitution, severa] recommendations are made
to support and increase the capacity of county government
to provide funds for local mental health services. Finally. the
Committee recommends more funding for services to clients
of Michigan's public mental health system.

In total, the Committee describes the principles and fea-
tures of a model mental health system for Michigan in eighty
Separate recommendations on subjects ranging from the sys-
tem’s purpose and programs, its organizational units and
their functions, means of relating to other service delivery
systems. to funding.

The complete text of each recommendation and its expla-
nation is presented in Part [V of this report.



Part I1
The Committee’s Charge

Michigan’s Constitution declares the care. treatment. and
rehabilitation of persons with mental handicaps to be a pur-
pose of government. The state’s landmark 1974 Mental
Health Code calls for a unified system of statewide mental
health care to achieve this purpose: The Code’s chalienge
has yet to be met.

Michigan's mental healtR Servicesdetivery fietwork is
fragmented. The separate evolutions of its community, state,
and federal components, the disparate distribution of re-
sources. and other factors have resulted in great variations in
the availability and extent of the network's services and in
their intenal and external coordination. Neither people nor
information can move among system units as required for
sound service delivery and program administration.

Current and potential system users are frustrated by the
limitations of existing services and by the lack of even prop-
erly disseminated information about services. Those who
provide resources are frustrated by the system’s lack of
accountability and responsiveness. Service providers are
frustrated by the frequently fruitless dissipation of their time
and cnergies. More globally. no coordinated and proactive
approach has been taken to implement what are now the
hardly new legal and treatment philosophies of delivering
comprehensive mental health services in more normal and
less disruptive community settings.

The human. organizational. and fiscal size of Michigan's
mental health service delivery system. as well as the limits
posed by available technologies and resources. make change
a complex problem. It is not, however, an insurmountable
one. Actors at all levels of the system have taken and con-
tinue to take steps to improve and integrate services.

When these issues and change efforts were brought to the
attention of Governor Milliken he acted to assure 2 more
comprehensive and organized approach to change. In his
January 1979 State of the State Message he announced:

“The mission of the menial health svstem is to restore,
improve andlor maimiain the functional ability of individuals
who experience severe dvsfunction or disabiliry as the result
of a developmenial disorder or form of mental illness.

“The Michigan Mental Health Code provides for the de-
livery of this service through two separatelv administered
svsrems ar the state and counry level, but requires that the
Depurtment of Menral Health coordinate and integrate
these mwo svsiems. Separatelv administered svstems do not
produce a well-managed and accessible svstem. Therefore, [
have adopted development of a unified public menial health
svstem as a priority. [ have directed the siate 10 assume an
agpressive role 1o assure an equitable distribution of basic
mental health services.

“The public mental health svstem is to reflect the follow-
ing principles und features:

® Siate services shall include inpatient, aliernative resi-

dential, partial dav. outpatient, and public
informationleducation services.

® Wirhin available resources, fiscal support by the state

will require mandatory programs for registered cases of
developmenial disabilities and mental illness.

® The siate shall be responsible for developing Program
standards including definitions of mandatory senices
admission and case management criteria, monitoring a'
program and fiscal audit capacirv. and an adminisy;a_
tive hearing procedure.

® [t is anticipated that most counties or 8roups of coun.

ties will administer all or part of the mandatory sep,.
ices. They shall assume full responsibility for operation
of the mandatory services when willingness and capac.
ity is demonstrated. Counties or groups of counties mqy,
choose to have the state assume responsibility for ad'_
ministering some or all mandatory state senvices Within
their geographical boundaries. Counties mayv afs, use
local funds to enrich or supplement mandated Services
and will participate in local needs assessmeny.

‘I am appointing a committee 1o advise me on implemen.
tation of this program and to examine issues. develop legis-
lative proposals. and suggest administraiive alternatives. J
will be chaired by the acting director of the Departmen; of
Mental Health and the membership will reflect the concerns
and interests of the general public. With technical assistance
provided by the department, the commitiee will report jys
recommendations to me by September |.

"l have instructed the department to coordinate policy
directives and actions taken in 1979 with the work of the
committee, to assure that these principles and features are
translated into improved care and treatment. [ am expecting
these efforts to produce significant visible changes in 1he
delivery of public mental health services within the next iw.
fiscal vears.”’

This report presents the final recommendations of that
Committee.



Part 111
The Committee Process

The members of the Governor's Committee on Unification
of the Public Mental Health System were named on March
19, 1979. They are. as intended, a broadly representative
group—state, community, and private service providers,
labor representatives, consumer advocates. and knowledge-
able citizens are among the Commitiee's twenty-eight mem-
bers. A complete Committee roster may be found in Part V

When the Committee was appointed, the Governor re-
quested an interim report by the end of the summer and a
final report by December 1, 1979. The interim report was
submitted on August 31, 1979. In the report’s letter of trans-
mitta] the magnitude and complexity of the Committee’s
charge were noted. Extension of the due date for the final
report to February 1, 1980 was requested. This final report is
submitted in accordance with the extension granted by the
Governor when he met with the Committee in September.

The full Committee has held ten day-long meetings at
regular intervals between April 10, 1979 and January 15,
1980. Its four Subcommittees, on system mission, on defini-
tions and standards for services, on administration and fi-
nance, and on systems relationships, have held forty meet-
ings to research and deliberate recommendations for full
Committee action. The Committee additionally held nine
public hearings throughout Michigan and reviewed numer-
ous letters and reports to learn the concemns and suggestions
of interested persons.

The Committee’s members are to be commended for their
tremendous investments of time in this project. More signifi-
cantly. they are to be commended for their thorough, open.
and honest exploration of all the many issues involved in

developing the principles and general features of a mode|
public mental health system. Most significantly, they are 19
be commended for making the client the focus and starting
point of their work and for recognizing the totality and extent
of the client’s need for services.

In accordance with the Governor's directive, the Depart-
ment of Mental Health has been regularly coordinating its
work with that of the Committee. The Committee's staff is
housed in the Department's Office of Services Unification
and draws upon the technical assistance provided by per-
sonnel throughout the Department. Department and Com-
-mittes-st2ff have been in regular contact with members and
staff of the Michigan Legislature to learn their concemns for.
and keep them abreast of, the Committees work.

A complete review is now underway of all of the Commit-
tee’s recommendations to determine the short term and long
range actions needed to implement them. The Department
will formally respond to the Committee’s report. Following
the Governor's review of and response to the Committee’s
report and the Department’s analysis. the implementation
action he directs will be taken.

The Committee looks forward to seeing the impact of its
work in changes in statute, in policy, and in the deployment
of resources throughout Michigan's public mental heaith
system.

W&v@ A?. 04-

V. A. Stehman, M.D.

Committee Chairperson

Chief Deputy Director

Michigan Department of Mental Health



Part IV
Recommendations



The Public Mental Health System

RECOMMENDATION 1

It is the mission of Michigan's publicly funded mental
health system to restore. improve and/or maintain the func-
tional abilities of persons who are developmentally disabled,
emotionally disturbed. or mentally ill by providing or assur-
ing the provision of direct services, inciuding primary pre-
vention services to reduce the incidence of these conditions,
and to support and encourage research and training
activities.

The persons requiring services from the public mental
health system include not only those who are devel-
opmentally disabled, emotionally disturbed, or mentally ill,
but also those who are at risk of these impairments, those
who require primary prevention services, and those who are
multiply impaired.

The public mental health system will provide a com-
prehensive range of direct and indirect services appropriate
to individual characteristics and need.

EXPLANATION

A unified public mental health system should have a single
statement of its ultimate aim. of the condition it is directed at
attaining. After studving several existing and proposed mis-
sion statements as well as the characteristics of mission
stutements generallv. the Committee recommends the above
mission statement for Michigan's public mental health
system.

The Commirtee intends it to be a broad and non-
exclusionary “statement of purpose. The Commitiee notes
that while there is as ver no generally accepted definition of
“emotionally disturbed.”” both mental health professionals
und the general public distinguish between that term and
“menial illness.”” The Committee believes that the menial
health system’s responsibility for emotionally disturbed per-
sons should be noted.

Client Services
RECOMMENDATION 2

The overall objective for serving a client in a mental health
program shall be that of prevention, psycho-social adjust-
ment, crisis resolution. rehabilitation/habilitation, or main-
tenance. The definitions for each of these client impact ob-
Jeclives are:

Prevention—To minimize the likelihood that a person be-
comes a client of the mental health system through reduction
of the incidence of emotional, behavioral, or mental dysfunc-
tion and of developmental disability.

P_s_\rcho-Socinl Adjustment—Improvement in functional
ahll!lAlcS of a person experiencing specific stressful situations
that interfere with the maintenance of family, school, work
inerpersonal, and community relationships. The degree of"
dysfunction of a client needing psycho-social adjustment

services is mild enough so that his/her level of functioning
can be improved by providing services on a systematic,
peniodic basis.

Crisis Resolution—Reduction or removal of acute mental.
emotional, or behavioral stress and its physical and social
manifestations in order to ensure the safety of the individual
and society.

Rehabilitation/Habilitation—The devefopment and/or re-
acquisition of basic or advanced daily living skills and/or
work related skills that will increase the client’s capacity for
maximum functioning.

Maintenance—Retention and application of acquired skills
and behaviors. A client assigned this objective through the
individualized plan of service process needs active. suppor-
tive programming which may be of either short range or long
term duration.

EXPLANATION

Client impact objectives describe the general purpose for
placing a client in a particular program. Their use fosters
appropriate program placement and encourages continued.
consistent delivery of services toward a client-centered pur-
pose. The client impact objectives recommended by the
Committee are derived from those alreadvy in use in
Michigan's mental health svstem.




Mandatory Mental Health Programs
RECOMMENDATION 3

MMADM\M@M@'“
should be changed to require local mgggaLhcajWon’tics
% -mandatory
programs: :
.';"'Fib_li}.!af.ams'.éemsducauon Services—Educational and
informational activities designed to increase knowledge and
understanding of client needs and characteristics and of men-
tal health services and delivery systems. Such programs
include adequate publicity on the criteria for receiving men-
tal health services and on the types of services available to
citizens of Michigan. Public information/education services
will be directed to potential user audiences such as parents of
preschool children, children and youth, the elderly, and
other human service agency personnel, as well as to the
general public. All system intake procedures and personnel
must be responsive to all forms of requests for services and
answer them in language that is readily comprehensibie to
the inquirers.

Prevention Services—Services. to persons at risk of becom-
ing clients of the mental health system that reduce the inci-
dence of emotional, behavioral, and mental dysfunction and
of developmental disabilities (e.g. genetic counseling, pre-
natal health education).

Client/Outpatient Services—Services provided to clients
whose degree of need. as determined through the indi-
vidualized plan of service process, is mild enough that inter-
mittent. nonresidential services are required to develop or
strengthen a level of skill that enables them to function
independently within the home. family, and community.

Partial Day Services—Planned and systematic sequences
of training and therapy tailored 1o client need, as determined
through the individualized plan of service process, delivered
in a setting other than residential or inpatient and with a
frequency and duration that will improve the clients® func-
tioning in the community.

Residential Services—Twenty-four hour per day settings
which provide training and/or therapy services in addition to
24-hour supporvsupervision. The behavioral impairment
levels of persons admitted to these setlings are severe
enough 10 warrant the availability of services 24 hours per
day.

Inpatient Serﬁces—mwpmw ona
~4-hour per 1S_| i i Hities
.due to the degree and intensity of t t - ical
and/or psychiatric needs. as determined through the indi-
vidualized plan of service process.

EXPLANATION

The Menial Health Code now empowers the Department
to provide any kind of client service including. but not lim-
ited 10 prevention. diagnosis, freatment, care. education,
Iraining. and rehabilitation. Communiry programs may pro-
vide prevention. consultation. collaboration, educartional, or

10

t:nformation service: diagnostic service; emergency sep,;
mpa_lienr service: outpatient service: partig| "OSPilaliza ;f ’
service: residential, sheltered. or protective care ¢ "v.o"
habilitation or rehabilitation service: and any orhe, _,m'fe"
approved by the Department. However, g wenty-four A c:ce
emer-g{ncy intervention service s the only program tha; I: 4
Administrative Rules for the C. ode actually requir, Comm :
nity programs ro provide. -

The Governor proposed that these basic Services he equir
ammmn. at
lf’rnam'e .resi entia (g2 p TICES Buipq.
fient services. and public information/edu('azigm "
The Committee has provided definitigns ft;r Ee:e sen'i(-,_,.
and has added prevention services 1o the array of i,
services which must be available throughou Michigan to
assure equal and adequate treatmen; opportuniry f,, all
clients of the public mental health system. The , OMmittee i
recommending prevention as both an impact objective and g
program to reiterate the mental health system s responsip,y.
ity to serve at-risk populations.

Support Services

RECOMMENDATION 4

Support services are those services which the interdisci.
plinary team specifies as being required in addition to bagjc
mental health programming for the client 1o attain his or her
mental health objective. Support services may include, by
are not limited to: speech and language therapy: audiology:
physical and occupational therapy: lransporntation; rec.
reation: medical and dental services: special education:
education: parent training: developmental and corrective
equipment: housing: food: Janitorial. artistic, ang cultyral
programs: religious services: legal services: and vocational
training.

EXPLANATION .

Mental iliness. emotional disturbance, and developmenqat
disabiliry can have multiple impacts on life skills and funq-
tioning. The likelihood of multiple impacis generally in-
creases as the severirv of the impairment increases. {f men-
tal health services are delivered without attention tv the 1o1al
person. they may be ineffective.

This recommendation requires the menial health svstem ta
define as support services those non-mental health serii es
which are integral 10 successful ouicomes for mental health
service delivery.

The Committee notes thar. in general. the number uf sup-
port services will increase in direct relationship to the sever-
ity of the client's impairmen. the intensity of treatment. und
the restrictiveness of the service environment. A mildly im-
paired person, such as a client with a psycho-social adjust-
ment objective served in a clientioutpatient program. is
likely 1o require few or no Support services. A client with a
rehabilitationthabilitation objective served in an inpatient
program will probably require many support services.



Substance Abuse Services

RECOMMENDATION §

The office of substance abuse services should be moved
from the Department of Public Health to the Department of
Mental Health.

EXPLANATION

Substance abuse problems are svmptomatic of dvsfunc-
tional behaviors and often result from mental health prob-
lems. A public health treatment model is not_adequate to
successfully rehabilitate the total person.

Many substance abuse agencies have in fact been func-
Iioning- as mental health outpatientiinpatient facilities. Ap-
parentlv. however, increased pressure is being placed on
them not to address the mental health needs of their clients.
Mental health programs are instead being asked to provide
services such as diagnostic work-ups, psychiatric services.
and other therapies. This causes numerous administrative
problems which dilute adequatre services to clients.

Integrating substance abuse programs with mental health
programs will lead 10 more efficient and effective senvice
delivery to clients.

Supplemental Programs

RECOMMENDATION 6

Supplemental programs are defined as programs, services,
and activities which a local mental health authority elects to
arrange for or to provide, and which are directed at achieving
mental health objectives.

EXPLANATION

As indicated by the Governor in his charge to the Commir-
tee. in addition to supporting the uniform availability of
hasic services. an adequate public ‘mental health svstem
vhould provide for unique local needs and priorities. The
Commitiee hus formulated a definition for such supple-
mental programs.

Research
RECOMMENDATION 7

The research that is to be supported by Michigan's public
mental health system is defined as: the systematic applica-
uon of disciplined scientific inquiry and hypothesis testing
that 1s structured toward answering questions about causes,
prevention. and treatment of mental dysfunction and
methods of administering mentaj health programs.

EXPLANATION

Avandicated by its mission statement. the Committee con-

search is essential to improving the efficacy of
mental health vericey. Iy Suppaorts continuing research as a
respansihiliny of Michigan's public mental health svstem.
The recommendation proposes ua definition for re:vear('h
whuch tolling s e prepared by the Technical Advisory Re-
vwarch Commugiee of the Department of Mental Hea/('h.

viders that re

Training
RECOMMENDATION 8

The training activities that will be supported and encour-
aged by the public mental health system include:

A. Initial and ongoing training of its direct service and
management personnel:

B. Internship, residency, and other practicum opportuni-

ties for persons preparing 10 enter mental health and related -

professions: and
C. Education and training for generic.service providers
and other community care givers.

EXPLANATION

Training of persons who work with or have regular conract
with clients of the public menial health system. so that these
persons attain skills needed to effectively help potential.
present. and past clients, is basic to the delivery of adequate
and appropriate mental health services.



“Principles

RECOMMENDATION 9

Appropriate amendments shall be made to the Mental
Health Code and/or its Administrative Rules to ensure that
all services delivered by public mental health agencies are
done so in accordance with the following service delivery
principles.

Accessible—Mental health programs shall be arranged so
that clients who are in need of these services can easily
obtain them. Distances, transportation arrangements, hours
of operation, and physical facilities shall be designed to
facilitate the receipt of service by mental health system
clients.

Appropriate—The services provided are those suited to
the assessed needs of the client and specified in an indi-

12

vidualized plan of service designed by an imcrdiscipun
team to enhance client strengths and to reduce areas
dysfunction. , o

Available—Services which either are presently in place o
must be developed to meet client mental heaith needs, )
services must also be accessible to meet availability criteria
Mental health services will be provided without delay 1,
persons under involuntary order of the probate coun o
receive those services.

Least Restrictive Alternative—Services. as well as settings
in which they are provided. are appropriate 1o evaluated
client needs and do not interfere with individual freedom or
with human dignity.

EXPLANATION

Although these service delivery principles are widely 4.
cepted as necessary to the appropriate provision of menial
health services. the Mental Health Code and its Rules do ngy
require that all agencies of the public menial health SYStem
adhere to them.




Coordmated Servzce Deltvezy

Focus

RECOMMENDATION 10

For maximum benefit to the client, services coordlnauon
A——— e,
must function effectively at the client jevel.

EXPLANATION ‘

{f mental health clients are 1o achieve their service phjec-
services. rhe\ must receive many different services. Some of
eing. and should not be, provided by
memntal health svstem agencies. Involving multiple agencies

in service delivery requires atiending to their coordination,
most critically at the focus of service delivery. the client.

Agency Responsibility
RECOMMENDATION 11

Agency responsibility for assuring that the client’s basic
service needs are met begins at the initial contact by any
client. The agency shall be responsible for the client until
responsibility is redirected by the development or revision of
the individualized plan of service. The agency is not released
from responsibility to the client until it is confirmed that
responsibility for all services to the client has been accepted
by a subsequent agency.

EXPLANATION

The complexiry of Michigan's several human senvice de-
livery systems makes it easy for persons in need of services.
and especially the most vulnerable of them. 10 be shuffled
from agency 1o agency. 1o *fall through the cracks™ and 10
be without services. During the sometimes lengthyv diagnos-
tic and planning process and as a client moves between
delivery svstems. the client continues 1o need basic services.

The Commitiee knows rhat the superagency approach to
this problem is neither feasible nor desirable. It also knows
that ultimatelv. no agency can be held accountable for the
delivery of services that it neither delivers nor purchases.
Nevertheless., the Committee recommends that mental
health system agencies assume responsibiliry for basic client
well-being from the point of initial client contact until the
client either no longer needs services. refuses services. or
formally becomes the responsibility of another agencv or
service svstem.

Responsibility for Support Services
RECOMMENDATION 12

While it is recognized that support services as defined may
not be the primary responsibility of the public mental health
system, the active pursuit of the provision of those support
services that are essential to attaining the client's mental
health objective shall be a2 mandatory responsibility of the
mental health system.

EXPLANATION

The actual delivery of. andior paxyment for, support ser -
ices may be the responsibility of other agencies. as direc ted
by federal and state law and agency policy. The public
mental health svstem is hardly unique among human ser ic ¢
systems in sometimes failing 10 meet its responsibilities in a
timelv and adequate way. Yet. the tailures of other svstems
can slow or stop the successful delivery of mental health
services.

This recommendation requires agencies of the public men-
tal health system to assume some responsihility for the de-

eetiVery-of Suipport services. In some instances this mav simply
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require being knowledgeable of whois providing what ser -
ices and involving those providers in the program planning
process to prorloie\l_a_r_nmrn of efjort. In other instuances the
mental health agency may _have 1o actively pursue throwgh
advocacy or with services coordination strategies. the timely
and appropri rvices. Finally,
definition of support services implies. in instunces where no
other agencies are charged with providing or paving for
identified support services. the public mental health svstem
must assume the cost of providing them.

as the

The Client Services Management
Function

RECOMMENDATION 13

The client services management function shall be a manda-
tory function available to all public mental heaith svstem
clients.

The client services management function is defined as
single responsibility for assuring these administrative.
facilitative, and advocacy functions: that appropniate client
assessments are performed: that an individualized pian of
service is developed and implemented: and that planning.
coordination, facilitation, monitoring. recordkeeping. and
advocacy activities are taking place on behalf of the client.

EXPLANATION

The Mental Health Code. its Rules. various funding and
accreditation agencies, and Committee recommenduations
all require the timelv and documented pertormance of men-
tal health assessment, of program planning. of service deliv-
erv. and of progress oversight. The Comnittec is recom-
mending that agencies of the public mental health syvstem
assume responsibilitv for assuring that each client’s busic
needs are met from the point of initial contact until the client
exits the mental health system, refuses services. or formaliv
becomes the client of another svstem. The Commitiee is ulsa
recommending that those basic service needs include iden-
tified support services which may be neither provided nor
purchased by the mental health agency.

The client services management function is recommended
as the means by which mental health system agencies rulfill
their responsibilities for comprehensive and coordinuted
service delivery. It will pose a single point of accountahilin
for client services.



Program Planning Process

RECOMMENDATION 14

The services to be provided to each client of the public
mental health system shall be determined through the follow-
ing process.

A. Each client of the mental health system will be as-
sessed in at least areas of psychological, medical. social. and
vocational/educational functioning.

B. Diagnostic assessments of educational, sensory/motor.
self/help. psychiatric, speech/language, living arrangements,
and other areas of client functioning will be assessed based
upon the suspected degree and type of handicapping condi-
tion of the client.

C. Once all relevant assessments are completed by a per-
son(s) qualified to administer and interpret such assess-
ments, an interdisciplinary team will be convened to use
assessment data in developing an individualized plan of serv-
ice and 1o re-examine client needs at least annually or more
often, based on client progress and as required for clients in
state facilities, as stated in the Administrative Rules for the
Mental Health Code (see Part 4, subpart 4, and Part §S,
subpart 4 in Rule 330.7199 (0)).

D. The membership of the interdisciplinary team shall
include: the client and/or the client’s guardian or representa-
tive, appropriate representatives of all areas of mental health
services being provided for the client, and other representa-
tives of non/mental health agencies offering services that are
integral to achieving the client’s mental health goal(s).

EXPLANATION

The assessment procedures stipulated in the Menial
Health Code are now guaranteed only to persons in inpatient
facilities. Persons in need of other mental health services
may have neither assurance of nor access to assessments

-that would help detecmine their specific needs.

Individualized assessment and planning are the basis for

_appropriate and effective service delivery. The essential
purpose for collecting diagnostic daia is the development of
a mental health program that enhances client strengths and
reduces client weaknesses.

The more extensive a client's handicapping condition. the
more services will be required 10 accomplish this purpose.
For example. the composition of an interdisciplinarvy team
for a client experiencing mild emotional difficulties might be
only two persons. the client and the therapist. Team compo-
sition for a client with more extensive service needs would be
larger and more varied.

Components of the Individualized Plan

RECOMMENDATION 1§

The individualized plan of service shall minimally include
the following content:

A. Section |—Demographic and reporting data

B. Section [I—Types and dates of evaluations adminis-
tered, date of interdisciplinary team meeting, and list of
participants

C. Section lll—Statement of needs, strengths, and
weaknesses

A statement of the specific problems or disabilities and
specific needs as determined through the evaluation process,
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including a statement of evaluated strengths and weak
in the following areas: : fnesses
I. A description of the degree and type of sens,
and/or motor impairment(s), strengths and Needs:
2. Need for educational and/or vocational developmc. .
3. The degree of mental dysfunction and/or clien,:{
distress:
4. The capacity and need for social and rec
programming:
5. Medical and dental services required (inclu
cial diet, medication review, etc.):
6. Drug regimes by tyre and dosage needed:
7. Type of living arrangement needed:
8. Physical and/or environmental Emits required 1o pre-
serve health and safety: and
9. Other client needs that must be addressed for menta)
health goals to be achieved.
D. Section IV—Long and short term objectives, activities
to reach them, their duration and frequency, and persons
responsible for carrying them out

Teationa]

ding spe-

E. Section V—Evaluation criteria for each objective to

determine the extent of its attainment, the dates for evajy,.
tion(s), the person(s) responsible, and resuits

F. Section VI—Signatures

This section contains a statement of participation in the
plan’s development and agreement with its contents. it is not
a binding agreement, but an acknowledgement of participa-
tion and initial concurrence. It is to be signed by the client
and/or the client’s parent, guardian, or designated represen;.
ative and by an authorized public mental health agency
representative.

G. Section VII—The individualized plan of service for
every active client shall be reviewed. at minimum. annually.

Additional criteria as set forth in R330.7199 of the Ad-
ministrative Rules for the Mental Health Code must be ful-
filled for persons in state facilitics and other inpatient

facilities.

EXPLANATION

The individualized plan of service is the single most impor-
tant tool for providing a client with services appropriate 10
needs. for monitoring client progress. and for establishing
accountability for service delivery. Due 10 the importunce
and multiple uses of the individualized plan of service. the
Commitiee recommends criteria for the content of this doc-
ument. The criteria are derived from current plan content
requirements for persons in inpatient facilities and from the
previous recommendation on the program planning process.

>
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tits and -Governance

Single Responsibility
RECOMMENDATION 16

Changes should be made in code. rule, policy and practice
to establish a mental health system in which access to and
use of publicly funded mental health services are arranged
through a single source. At minimum this included the provi-
sions for: voluntary and involuntary system entry; determi-
nation and oversight of the services to be provided: system
exit: and the financial, personnel, and information resources
that support service delivery.

EXPLANATION

The Commirtee has articulated the unified public mental
health system propused by the Governor as a system which
provides a single source of access 10 and responsibility for
its services. That source or organizational entity provides
entrv 10 the services of its own and other organizations and
assures that the services provided are appropriate and suffi-
cient to need. That single source also directs the use':o'f the
resources that support service delivery.

Integration of the present dual state and community svs-
tems eliminates separate responsibilities for providing serv-
ices. inefficient duplications in services, and service gaps. A
single svstem of service entrv and service assurance does
permit multiple. different organizations to be the actual pro-
viders of service. It also permits public bodies to either
operate services directly or to contract with other private
and public organizations for services delivery.

Local Mental Health Authority

RECOMMENDATION 17

There shall be a single local mental health authority re-
sponsible for the public mental health needs of all persons in
its service area.

EXPLANATION

Consistenr with the Governor's call for local program
administration, this recommendation places the single
saurce of responsibilicv for mental health services in the
community. It defines that source as a local mental health
authoriry. Local mental health authorities are to have
hroader responsibilities und more autonomy than do existing
community mental health programs. The concept of the

local authority is explained Sfurther in subsequent
recommendations.,

The Authority’s Purpose
RECOMMENDATION 18

The local mental health authority

A. Will meet these impact objectives:
Prevention,

Psycho-social adjustment,

. Crisis resolution,

. Rchabililation/habilitation. and

- Maintenance:

R TN T VY B
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B. By assuring the availability of these mandatory mental
health services:
1. Public information/education,
2. ClienVoutpatient services,
Partial day services,
. Residential services,
Impatient services,
Prevention services, and.
. Emergency services: and
C. By providing for the availability of such supplemental
services as it may choose.

EXPLANATION

. This recommendation indicates that the local mental
health authority is to be the organizational entiry that is
solely responsible for assuring that clients of the public
mental health svstem attain their objectives and that the
mandatory programs through which that will vccur are in
place. It is also 10 be responsible for arranging for the
appropriate delivery of services that are suited 1o individu-
ally identified need.

Nonaw

Service Area

RECOMMENDATION 19

The service area for the local mental health authority shall
be the county. One or more contiguous counties may volun-
tarily associate to form a single service area. The state shall
encourage counties to voluntarily associate. Wayne County
shall be viewed as a region and may be further subdivided
according to a plan approved by the state.

EXPLANATION

Without speaking to the role of countv government in
mental health service delivery, this recommenduation detines
the geographic area to be spanned bx the local mental health
authority as. at minimum, the county. The couniy is recom-
mended because Michigan's counties are pre-existing and
viable geographical units. There is precedent for and experi-
ence with the county as the unit for mental health service
delivery,

Closely related services such as public welfare and physi-
cal health services also use the county as an organizational
unit. That fact does not provide an argument by analugy.
But, a mental health parallel should support the develop-
ment and operation of svstems relationships among units
which have the same service areas.

In recommending continuing the county as the geographic
unit for mental health service delivery. the Commirstee did
consider the alternative of catchment areas, that is. natural
population groupings with a minimum and maximum size.
Some version of this is recommended for Wavne Couniy, a
geographic unit which contains 40 percent of the siate’s
population and which, under the terms of the federal Com-
muniry Mental Health Centers Act, contains 17 catchmenr
areas. .

In sparsely populated areas of the state. catchment ureas
would. however, require multicounty groupings. Such pool-
ing of resources would expedite service delivery. especially
1o persons with low incidence impairments. Experience indi-
cates, though. thatr when state government requires that




wch local associations he formed. the result is hostility, not
ovperation. Therefore. several-countv associations are to
¢ encouraged. but not mandated.

Governance Principle

RECOMMENDATION 20

Governance of Michigan's public mental health system
vill be shared among the Department of Mental Health and
he local mental health authonities. Certain functions will be
eserved to the local authonties, others will be reserved to
he department, and others wiil be shared by both.

:XPLANATION

The public mental health svstem has two basic units. One
s the local unit which is. at minimum, responsible for assur-
mwmmmm
vhich is, at mintmum. responsible for communicali
-vordination with other state level ies and the federal
rovernment. Other functions of the system include: planning
ind budgeting, monitoring and evaluation. personnel, and
inancial management. These functions should be assigned
1mong svstem units at the point where they are most feasibly
-arried out. Each unit should have the authority and re-
iources needed 1o carry out its assigned functions. The
Z“ommittee recommends the principle of shared governance
‘or determining how those vther functions are to be executed
n a unified public mental health system.

In making this recommendation the Committee consid-
ered and rejected rwo alternatives, one of state centralized
vontrol, and one of total local autonomy.

1. With state centralized control all authority would be
vested in the Department’s Director. The Department’s-cen-
tral office would 1orally determine how that authoriry is
exercised. The local units would carry out the specific di-
rections of the central office. #

This approach would provide uniform services across the
state. lis economies of scale would eliminate the problems
small, independent units would face in carrying out highly
specialized functions. In its extreme form, however, state
centralization creates a system that is ultimately unmanage-
able. It also discourages local initiative and responsibility as
well as prompt and flexible response to individual need.

2. With a governance principle of total local autonomy,
each local unit would be completely independent in carrying
oult its functions. A centrallv-based unit, if any. would have
onlv duties delegared to it by the local units.

This approach provides for toral local authority, responsi-
bilirv, and initiative. It permits continued inequitable geo-
graphic variation in basic services. Total local autonomy
douesn’t allow local units the information, financial, and per-
sonnel resources needed for specialized services and
Sfunctions.

/

System Functions

COMMENDATION 21

The local mental health authority will execute these
functions:

A. The direct delivery or contractual
tory mental health services, and
B. Administrative activities that Support the dey,
and operation of mental health services, inc:luding-':lommem
I. Program and budgetary planning, ‘
2. Program monitoring and evaluation,
3. Personnel and financial management, and
4. Interagency communication and liaison thay
the availability of support services. Hssure
It may elect to engage in training and research.

Provision of Mandy

b .,
*ﬁcdm‘m YATION 22

The Department of Mental Health will ex
functions:

A. Communicate and negotiate with other
organizations and the federal government:

B. Provide training and technical assistance t
authorities:

C. Consolidate mental health program and b
planning: ,

D. Monitor and enforce standards for mandatory mental
health programs: and

E. Provide for those services that are most feasibly ag.
ministered at the state level, including:

ecute these
tate levej
0 loca)

udget

1. Research,
2. Dissemination of information about servi. e
innovation,

3. Licensure of private mental health facilities, and
. 4. Specified client services.

RECOMMENDATION 23

Local mental health authorities and the Department of
Mental Health will share these functions:

A. The development of standards for services:

B. The preparation of pianning guidelines:

C. The specification of budgetary priorities:

D. Personnel resource planning and development: and
E. Legislative liaison.

EXPLANATION

With one exception, the functions named in this recom-
mendation do not differ significantly from those which Chap-
ters One and Two of the Menial Health Code now assign to
the Department of Mental Health and 10 community pre-
grams. Community programs are there asked 1o examine
and evaluate the public and non-public services necessary (v
meeting mental health need: local authorities are asked 10
activelv pursue the availability of those services.

The recommended alignment of functions follows from the
recommended governance principle. It is also consisient
with the Governor's charge to the Committee, of developing
‘recommendations on means of implementing a public men-
tal health system in which program administration is a local
responsibiliry, and funding, standards development. and
compliance monitoring are state responsibilities. Hou: mu{l
of these functions are to be executed are further detailed in
subsequent recommendations.



State Mental Health Facilities

RECOMMENDATION 24

The Department of Mental Health and local mental health
authorities will contractually share responsibility for the op-
eration of what are now state mental health facilities. except

for these unique facilities: The Center for Forensic Psychia- -

try. Hawthorn Center. and Lafaycuc.Clinic. .

The contract will provide for: services focrcd. client ac-
cess. monitoring of progress. 'dctcmxnf\tnons of _lcngzh 9f
stay. and payment for the serv.nccfﬂprovudcijh.".l'_hﬁ \srtate _wm
provide additional funds 0 maintain the physical plant'. .Thc
director of the Department of Mental Health shall facilitate
the development of these contracts.

EXPLANATION

State psychiatric hospitals and centers for developmental
disabilities provide dailv care and treatment for about 10.000
persons. They consume the majority of the state ’"f”_"al
health system’s attention and resources. The" Code, policy.
and practice give each of these facilities cons:deral_)le opera-
tional autonomy, for example in allowing each individual
tacility director to determine who should be admitted to the
hospital or center under his or her control.

This recommendation integrates state mental health
fucilities into a single svsiem. in a manner consistent_with
the previous recommendations for single responsibility_and
vihared wovernance. In making this recommendation the
Tommittee recognizes that control of service access and use
i integrul 1o a single system in which responsibility and
authority are placed with the local unit. Simudtaneousiv, a
comtract or other assurance of support is necessary for the
taclity 1o plun its contcnued operation.

State tacitities need not be limited to providing only inpa-
Hent services: any mandatory or supplemental service which
low al authoritics want to purchase could be provided by'_lhe
tacdives. The Committee expects the actual provisions of
individual contracts 1o vary with the location of the facility
and the mterests of the local authority.

kntorceable and enforced entry criteria will be needed to
prevent dients from being served in distant and inappropri-
atchy restrictive settings rather than in communirv-based
rrocrams. The recommendation additionallv recognizes that
wsmall_viuble state appropriation may be needed to provide
fends bevond those furnished by local authorities.

Ihe recommendation exempis from a local authority-
iy contrac tual relationship those unique facilities which
fave statewide service areas. Writing contracts with as
s s N docal anihoriies would make the budgert proc-
TN der these taciiaies exceptionally complex. Addi-
fonalls Anoncledveable local oversight of persons in their

ditficadt 1o arrunge when the Sfacilities are
Cistant troee the amngniey.
Mthoweh the Haw thorn Center isone of several children's
A 10R_exempls il as a
legislation was the onlv mental
fectdation o repealed by the 1974 W@[}h

e LU the andy Com rehensive mental heals -enter for
children an )

wre wenedd he

e tucduy . i cnabling
Teulth
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In develuping this recommendation the Commirtee con-
sidered treating state facilities as free-:landing entities. ahle
1o sell their services as private facilities do now. The state
emplovee status of hospital and center personnel posed
problems to this alternative. The point of acconntabilire
needed in publicly supported programs was ulso missing.

Central Program Administration
RECOMMENDATION 25§

The Director of the Department of Mental Health shall
retain the discretion to organize administrative functions for
services to mentally ill and developmentally disabled per-
sons as he/she deems to be most efficient and effective for
appropnate and adequate service delivery.

EXPLANATION

Some consumer advocacy groups have proposed that the
qualiry of services to both meniallx ill and develuopmentally
disabled persons would be improved through separating
their administrarion. The Michigan Department of Mental
Health has. in the past. had separate internal organizational
structures for menial illness and mental retardation pro-
grams. Its central office is now organized and divided hy
management functions. Other states. including Culifirrniy
and New York. have made this same change. but have now
returned to separate organizational structures Sor mental
illness and developmental disabilities.

The Committee considered separating the administration
of developmental disability and menial illness services
within the Department of Mental Health's central office.
Alternatives for moving the administration of programs tor
persons with developmental disabilities 1o either the De-
partment of Education or the Department of Public Health
were also posed. In making its recommendation. the Com-
mittee considered the duplication of management func tions
and the compeltition for scarce resources thar could occur
with separation as well as the duplication and confusion
which local authorities would face in dealing with twao ditfer-
en! state level organizations.



=Auspices for:the Local -

#Mental Health Authority °

Board Powers and Duties

RECOMMENDATION 26

Each local mental health authority shall have a board of
directors that:

A. Determines policy, plans, and budgets,

B. Employs staff to execute its functions, and

C. Receives resources.

The board will be responsible for the operation of the
authority’s programs.

EXPLANATION

¥ If mental health services are to be delivered in the com-
munity. then a local organizational enfity must exist 16-do
s0. If the services it provides are to be responsive 10 commu-
niry needs. then control of the organization should be vested
in the communirv. The vehicle for control should be a body
that represents the community in terms of its citizens, lead-
ers, service providers, and service consumers. Assuring the
development of the local authoriry's services and its ability
10 access the services of other community agencies make it
desirable that the authority's governing body be somehow
linked 1o the communiry power structure.

Simultaneously, the governing body should have enough
control over its own resources to be able 10 exercise iis
responsibilities. The Director of the Department of Mental
Health reiterated this when he asked the Committee to rec-
ommend a governing body for local programs that is repre-
sentalive, responsible and accountable.

The Committee recommends continuing a board of di-
rectors for the local mental health program. Its recom-
mendation on the purpose of the local mental health author-
ity significantly increases the responsibiliry of the board. The
Committee’s recommendation on the alignment of mental
health svstem functions makes the board more accouniable
by clarifving its relationship with the Department of Mental
Health.

This recommendation holds the board more accountable
by altering and clarifving the relationship of the mental
health board 1o the county board of commissioners. The
commissioners’ role will be 1o appoint mental health board
members and 10 approve the mental health budget. Follow-
ing that approval, the mental health board will have the
autonomy to employ its staff and operate its programs.

Two alternative statements of board powers and duties
were considered by the Committee but not recommended.

1. The board could be advisory only, giving advice on
programs and promoting mental health and mental health
programs (o the communiry. The board would have no con-
trol over its fiscal and siaff resources. It would not be liable
for the operation of the local program.

2. The board would have limited autonomy in the exercise
of its planning, budget, and personnel functions. In planning

Y.

that of only filling in numbers on centrally prepared p,,.
prints to that of writing policies. plans, and budgets thg, are
limited only by the provisions of the Mental Health Code.
The board's role in personnel matters could vary from only
advising on which director should be appointed from q |i5 of
candidates prepared by the Department, to hiring a direcy,,
with qualifications that meet Department-set standards.

Selecting Board Members

RECOMMENDATION 27

Mental health authority board members will be appointed
by the elected governmental body with jurisdiction over the
authority’s service area. The appointing authority will be the
county board of commissioners.

EXPLANATION

The Committee’s Administration and Finance Subcom.
mittee spent a considerable amount of time on this issye
without finding a berter alternative to the present practice.
Committee members agree that commissioner appointmen;
would be useful in increasing the commissioners’ sense of
responsibility for the mental health program and in gaining
local support for it. Those alternatives considered but ny;
recommended are as follows:

1. Board members may be elected. the same wav school
board members are now elected.

The Committee is concerned that the general public mav
not be sufficiently interested in and knowledgeable of mental
health services for the electoral process to create a repre-
semiative and responsible body.

2. Board members may be appointed by the elected gov-
ernmental body or bodies with jurisdiction over the authon.
ty's service area. The actual appointing authoriry may be:

a. village, township. or municipal governments. with
the portion of the board to be appointed by each
jurisdiction fixed according to population. or

b. the state.

3. Board member appointments may be apportioned
among several governmental units.

Board Composition

RECOMMENDATION 28

The current provisions for numbers. qualifications. and
tenures of memtal health board members, as specified in
Sections 330.1212 through 330.1224 of the Mental Health
Code, shall be continued.

EXPLANATION

Concern was expressed by Committee members am/_ af
public hearings for the qualifications of and represeniation
provided by members of communiry mental health buards.
The Committee is aware that in some instances county
commissioners may not make sound decisions regarding the
expertise that should be possessed by their appointees 10
mental health boards. Commissioners who appoint them:
selves to mental health boards may dominate its P’U"‘fd’”g’
and they effectivelv have the opportunity 10 vote twice o
manv of its decisions.




Boards which contract extensively for services can experi-
ence problems recruiting, as required by the Mental Health
Code, board members from “agencies and occupations
which have a working involvement with mental health agen-
cies.”” Neither consumer nor professional representation is
now required which means their interests can be underrepre-
sented and overlooked. Board members mav lack the exper-
tise to effectively communicate with and oversee their
professional staff.
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Several alternatives were considered at length including:
- reducing the number of county commissioners 1o be
appointed,
2. specifying the number of consumers or consumer rep-
resentatives to be appointed. and
3. requiring board member training programs.
No consensus could be reached on how the current provi-
sions for board composition and member qualifications
could be effectivelv improved.
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Linking Planning and Budgeting

RECOMMENDATION 29

The planning and budgetary processes for mental health
services shall be linked together by:

A. Requiring the terminoiogy of plans and budgetstobe .

consistent,

B. Requiring that budgets for program change and crea-
tion be consistent with the needs and resources identified in
the plan and with the Code, and

C. Permitting expenditures to deviate from budgets so
long as they are consistent with the plan.

EXPLANATION

The failure to link planning and budgeting provides little
incentive for good planning. Without good planning, budget
change and increase cannot be based on sound data. The
Committee makes this recommendation to establish mutu-
ally supportive ties between the planning and budgetary
Sfunctions.

The third element of the recommendation. permitting ex-
penditures to deviate from budgets so long as they are con-
sistent with plans. provides program personnel with the au-
thority and autonomy vital to greater responsibiliry. It will
permit earlier than planned phase-in of new programs if
funds unexpectedly become available. It will allow rapid
movement of funds budgeted for programs that are under-
utilized to programs that experience unexpeciedly high
demand.

‘The Planning and Budgeting Functions

RECOMMENDATION 30

Each local mental health authority will develop a three-
year plan for its service area. The Department of Mental
Health will check the plan only for consistency with the
Mental Health Code and the planning guidelines. The local
plan will become the basis for the authority’s operation. The
state plan will be an aggregate of the local plans, as prepared
and submitted in accordance with the jointly developed
guidelines.

RECOMMENDATION 31

Each local mental health authority will develop a budget
that is consistent with its three-year plan.

EXPLANATION

The Committee is recommending that the Department of
Mental Health and local mental health authorities jointly
develop planning guidelines, that each local authority de-
velop a program and budge! plan. and that the Department
consolidate local plans and budgets as the siate plan and
budget. These recommendations further detail how those
Sfunctions will be carried out.

In making these recommendations the Committee di
consider requiring the Department to approve budgets wi id
they are consistent with the local plan and availgp, en
sources. The Committee also considered and rejecteq re-
alternative in which the planning and budgeting procea )
would be directed by jointly prepared, annuql P’Ogra“
Policy Guidelines. m

Funding Priorities
RECOMMENDATION 32

Persons with known mental health service needs shaii be
provided with adequate programs before funds are allocated
to programs for persons with potential mental health service
needs.

EXPLANATION

Serting budgetary priorities is recommended as a joing
function of the Department of Mental Health and local men.
tal health authorities. This recommendation provides some
direction for that process. Specifically. the Committee sup-

ports programs that are directed toward at-risk and commuy.-

nirv care giver populations. The Committee is concerned.
however, that when adequate funds are not available, per-
sons with current mental health needs be served before per-
sons who may or may not have potential mental health
needs.

.
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Monitoring and Evaluation

Standards of Promptness

RECOMMENDATION 33

Section 330.1124 of the Mental Health Code shall be
revised to: |

A. Prohibit waiting periodsofmorethan ten workmg days
from the date of referral to the completion of diagnostic and

ssment procedures: o

as;e Prohibit waiting periods for providing mandatory serv-
iccs'of more than twenty-five days following the completion
of diagnostic and assessment prqccdurcs; y

C. Prohibit any waiting period for persons requiring
emergency services and for persons under involuntary order
of the probate court: and ‘

D. Require documentation of reasons for exceeding these
time frames.

RECOMMENDATION 34

It is recommended that a phase-in period for implementing
this Code revision, not exceeding two years, be adopted.

EXPLANATION

The Mental Health Code in Section 330.1 124 permits wair-
ing lists for entry into mental health programs. This Section
1s contrary to the concept of earlv and prompt intervention.
Such early intervention maximizes the opportunity for clients
to achieve their mental health goals. It should be noted here
that i its principle of availabilitv, the Committee addi-
nonally recommends no delay in the provision of services to
persons under imvoluntary order of the probate court to
recenve them. A subsequent recommendartion addresses the
vempliance und enforcement process and penalties for these
and other standurds.

Standards for Services
RECOMMENDATION 35§

q? The standards of the Joint Commission on Accreditation
© of Hospuals T and the American Association on Men-
tal D:ffc’Té'nc" y TAAMD) shall be uséd a5 the basis for the
MandardsT16 be joinily developed by Tocal menital health
SUTRORTIES Imd-theBepartmenr of Mental Health,
RECOMMENDATION 3
Within three years of implementing the Committee's rec-
smmendations. all public mental health agencies shall be
‘eqwred 1o comply with JCAH/AAMD standards, the fed-

eral regulations for Intermediate Care Facilitj
ities for the Men-
tally Retarded (1CF M R). and any other jointly prormulgated

sMamfardy.

li("()M.\(F_\'DATlON 37

All tocal
Mxchgan Standargs for Commu
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RECOMMENDATION 38

Jointly developed standards shall include criteria for entry
into and exit from the mental health system and its compo-
nent programs.

EXPLANATION

Nou single. comprehensive, uniformly applied set of stand-
ards are used by public mental health agencies to ensure the
adequate provision of services. This is a key factor in per-
petuating inequiry in the delivery of service.

Although the Mental Health Code. its Administrative
Rules. Community Mental Health Standards, Program Pol-
icy Guidelines, the Staffing Needs Assessment Process. und
various Federal regulations all provide some program
standards. these documents are not universally interpreted.
utilized. or applied. Furthermore. the amount of detail. 1vpe
of information. and procedures required by current stund-
ards and regulations often range from non-existent as in the
case of criteria for entry into specific mental health
programs, to inappropriate, to overregulation such as in the
treatment restrictions for persons awaiting court
commitment.

The Committee's Services Subcommittee has reviewed the
current Standards for Michigan C ommuniry Mental Health
Services. the Joint Commission on Accreditation of Hospi-
tals (JCAH) standards, and standards now: heing developed
by Department of Mental Health staff.

The Committee knows that standards development is a
time-consuming and rigorous process and thar its members
lack the technical and clinical expertise 1o do so. The Com-
mitiee finds that existing standards have had q pusitive
effect upon the qualiry of mental health programming. [t
believes that JCAHIAAMD standards promaote excellence in
mental health programming, that compliance with them is
useful in obiaining resources. and thar accreditation hrings
prestige to agencies.

Due Process Safeguards

RECOMMENDATION 39

Due process safeguards that must be adhered to by all
public mental health agencies shall be promulgated and shall
contain the following provisions.

A. Clients (and/or client representatives) shall have the
right to seek and present independent assessment informa-
tion which must be considered by the public mental health
agency. This information may be presented as evidence at
hearings regarding the client.

B. Administrative hearings shall be conducted by impar-
tial hearing officers who are not paid employees of the local
service providing agency.

C. Notice shall be given of the right to judicial review
when administrative procedures fail 1o resolve clienvagency
conflicts.

RECOMMENDATION 40

At the time of system entry all public mental heaith system
clients shall be informed in language that is understandable
to them of their service rights and responsibilities and of the
procedural safeguards. -
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RECOMMENDATION 41

The Department of Mental Health shall be responsible for
assuring that these recommendations are carried out.

EXPLANATION

Clients (andlor their representatives) of the public mental
heaith svsiem have the right to question decisions regarding
assessment, placement, and treatment procedures that ef-
fect assignment andlor attainment of mental health goals.
Among the features of the public mental health system
enumerated by the Governor in his charge to the Committee
was an administrative hearing procedure that would protect
that right.

The Committee finds that although the Mental Health
Code and its Rules contain many references to the rights of
mental health service recipients. clearly delineated proce-
dures for assuring the protection of rights are not stated.
Individual public mental health agencies must. as set forthin
Section 330.1752 of the Code. establish procedures for assur-
ing the protection of client rights.

But, vague language regarding the right to question as-
sessment, placement. and treatment (excluding abuse, neg-
lect, and court commitment procedures), as well as the lack
of uniformly applied due process and administrative appeal
procedures, causes consumer and professional confusion
regarding the responsibilities of public mental health agen-
cies. The recommendation identifies the basic elements of an
equitable and single administrative appeals process.

Second Medical Opinions

RECOMMENDATION 42

When mental heaith system personnel indicate that a sur-
gical procedure should be performed on a client of the mental
health system, the client and/or guardian will have the right
to request a second, outside opinion at public expense.

EXPLANATION B
Providing for the receipt of a second medical opinion will
safeguard against misdiagnosis and the performance of un-
necessarv surgical procedures. Public mental health system
decisions regarding surgery affect only the most impaired
clients. These clients are dependent upon the public mental
health system for most of their health and life support needs.
The Committee believes that second medical opinions re-
garding the need for surgery should be at public expense.

A
+" The Monitoring and Evaluation

RECOMMENDATION 43

Each local mental health authority will assure that:
A. Monitoring information is developed including data on
1. Client well-being and development in relation to their
individualized plans of service,
2. The performance of direct services staff,
3. Program performance, cost, and impact, and
4. Consumer and community advice on services and
needs:
B. Evaluation judgments are made in terms of the effec-
tiveness, efficiency, appropriateness, and adequacy of pro-
grams and personnel in achieving stated objectives: and

I .
}3 Functions

C. Monitoring and evaluati i
h 8 evaluation findings are acted oq

1. The revision of plans and budgets,

2. The dissemination of monitoring and evaluation g
ings via reports that respect individual Privacy nd-
provide only aggregated client data, and and

3. Other appropriate corrective action.

The Department of Mental Health will:

A. Provide local authorities with training and technicy
assistance on monitoring and evaluation,

B. Review and disseminate both local authority seyf.
repons-and-the reports of accreditation organizations,

C. Do on-site monitoring and evaluation of authority pro-
grams to assess their compliance with program standardg

D. Report evaluation findings, and '

E. Monitor the development and use of compliance plans.

EXPLANATION

The Committee is recommending that standards for pro-
grams and services be jointly developed by the local and
stare level units of the public mental heaith system. It is
further recommending that monitoring and evaluation of
standards compliance and program performance also be
functions of both units. This recommendation details how
these functions will be carried our.

The Committee considered, but did not select. an alterna-
tive approach to monitoring and evaluation in which these
activities, as detailed above, would be carried out unly by
independent organizations with funding and cooprra.tio-n
from state and local mental health system units. With such
an approach, the Department and local mental heulth au-

thorities would be responsible for providing funds and in- -

formation to the monitors, receiving their evaluation re-
ports. and correcting the deficiencies that are found. The
Committee notes that such external evaluation can fit within
its recommendation.

€ompliancé and Enforcement

RECOMMENDATION 44

Non-compliance procedures and sanctions with these
minimum features shall be developed:

A. Clearly stated criteria for employing sanctions against
public mental health agencies;

B. Mechanisms for agencies to appeal non-compliance
decisions and sanctions; and

C. A several step compliance process ranging from volun-
tary submission and adherence to compliance plans, to state
assumption of service delivery responsibilities.

EXPLANATION

The Commitiee has recommended that the Department of
Mental Health monitor and enforce agency compliance with
standards for mandatory programs. Yet, there are now vnly
two penalties which the Department can invoke for non-
compliance with standards for services: state funds can be
withheld or licenselcertification can be revoked. Neither
penalry assures that public mental health system clients will
receive services after the penalty is invoked. Neither pro-
vides for less severe penalties that will result in corrective
action to achieve compliance. This recommendation calls
for the development of clear and feasible procedures for
enforcing compliance with standards.

e AR st




“Personnel Marnagement

Direct Service Personnel

RECOMMENDATION 45

Each local authority shall have total control over its direct
service personnel, including sole determination of:

A...Thair functions,

B. Their numbers,

C. Their qualifications,

D. Their wages and benefits, and

E. The terms, conditions, and procedural protections

governing their employment.

EXPLANATION

This recommendation is consistent with the existing prac-
tice of some communiry programs and would resolve the
problems of other programs in which all their personnel,
except for the director, are treated as employees of counry
government. It supports service areas of more than one
counry. It also supports the authoriry's accountability by
giving it control of a critical resource.

In making this recommendation the Committee consid-
ered two alternatives:

I. Fold all mental health employees into the State Civil
Service system. A single applicant pool would make it easier
for prospective employvees and employers 1o find each other.
The time and expertise problems faced by small programs in
carrying out personnel functions such as determining com-
petitive salaries, conducting union negotiations, and payroll
and bookkeeping would be eliminated.

Local program resource limitations would not constrain
payving salaries adequate 1o attracting and retaining qual-
ified staff and purchasing cosily insurances. The limited
transferability of retirement and other benefits that impedes
the mobility of personnel among svstem units would be elim-
inated as a problem.

The Civil Service svstem is. however, sometimes cumber-
some and slow-. It may not be able to provide candidates with
unique skills or to provide sufficient incentives 1o attract
persons with in-demand skills to less desirable or isolated
communities. It would effectively remove local program em-
plivees from the local authoriry’s control.

2. Create a separate mental health personnel information
vervice that would:

d. provide information on compelitive wages,
h. assist with recruitment,
¢. negotiate large group purchases of insurances. and
d. manage a single pension program.
With such a svstem each local unit would retain hiring and
fliring authoritv. Its Nexibility in determining wages and ben-
efits will have 10 be further defined.

Transferability and Mobility
RECOMMENDAT]ON 46

: The Department of Mental Health shall appoint a commit-
€¢ {0 make fecommendations to the director on means of

assux_-inz the mobility of personnel between the State Civil
Service system and local menta] health authorities. Its mem-
bership will include at minimum representatives of: the De.-
partment’s Central Office, state facilities, local mental heaith
authorities, and employee organizations. The commitiee
shall begin its work by March 1, 1980.

EXPLANATION

The Commirtee recognizes that irs recommendation on
direct service personnel does not adequately address the
issue of personnel transferability and mobility from the Siure
Civil Serviz:e System 1o the local mental health authoriry and
among local authorities. [t notes thar a variery of g'roups
have attempted 10 address these issues (e.g. the Administra-
tion and Finance Subcommittee, the C ontract Board Steer-
ing Committee, and the Department’s Central Office). It
recommends a renewed and more vigorous effors to deal
with the problem.

Volunteers

RECOMMENDATION 47

The public mental health system will develop means and
resources for using volunteers to:

A. Provide services, when appropriate, that cannot be
provided by paid staff,

B. Act as friends and advocates for clients,

C. Represent consumer interests in the planning, devel-
opment, and operation of programs, and

D. Encourage greater public acceptance of mental health
system clients and services.

RECOMMENDATION 48

The Department of Mental Health and local mental health
authorities ‘shall develop an appropriate orientation and
training program for volunteers and a plan for dealing with
volunteers on the issue of confidentiality.

EXPLANATION

funding is inadequate for mental health svstem siaff 10
provide some needed client services such as providing social
support and one-to-one teaching of community survival
skills. At the same time volunteers, including citizens. con-
Sumer representatives, and present or former clients. are
underutilized by the public mental health svstem. Research
on communiry acceptance also indicates thar the most effec-
live way to change attitudes is through direct personal expo-
sure and interaction. This recommendation provides support
and direction for greater use of volunteers in the public
mental health system.



=Financial Management ->

Accounting Systems

RECOMMENDATION 49

The Department of Mental Health and local mental health
authonties will jointly develop one accounting system for
use in alf units of the public mental-health-system. —

EXPLANATION

Each unit of the public mental health svstem needs an
accounting svstem through which revenues can be received.
bills can be sent and paid, and the status of its budget can be
monitored. A single, uniform accounting svstem used and
understood by all svstem personnel will expedite the flow of
information and money among svstem units. This recom-
mendation supports the local authoritv's having the respon-
sibility and authority 1o manage its own budget.

In making this recommendation two other alternatives
were considered.

!. The Department and the local authorities will jointly
identify a range of accounting systems from which each
svstem will pick one to use.

2. Each unit of the mental health system will select an
accounting svstem that meets Michigan Department of
Treasury standards.

Intercounty Billing

RECOMMENDATION 50 .

Each local mental health authority shail bill and be
reimbursed by the Department of Mental Health for services
provided to persons who are not residents of the authority’s
service area. The Department shall collect the funds paid
from the client’s county of origin, except for those persons
who have no known legal residence.

EXPLANATION

The Mental Health Code does not require counties to
arrange for billing and payment for services provided 10
persons who are not residents of the county in which services
are provided. As a consequence, the present voluntary inter-
county billing process is not working well. Communities
complain of having to use their limited funds for non-
residents. The failure of counties of origin to promise and
provide funds can block placement of and services to their
residents who could be better served in another county. This
recommendation requires all counties 1o bill only one
source, the Department, and holds the Department respon-
sible for payments and collections.

Two alrernatives were considered but not selected.

1. Define residency on a “'where found' basis and elimi-
-nate the issue entirely.

2. Continue the present practice.

Capital Expenditures

RECOMMENDATION 51

Section 242 of the Mental Health Code shall be
to permit local mental health authorities to yse stat
construct, purchase, and remodel buildings.

EXPLANATION

State funds for local capital expenditures are now alloweq
only on an annual rental cost basis. This leqves local prg.
grams without a ready source of funds with which 1 pur.
chase the space needed for program start-up and expansion
This recommendation supports the greater responsibiliry o}’
the local mental health authority by giving it greater'au-
tonomy and flexibility in providing for its phvsical Space
needs.

amended
¢ funds 1o

Client Fees

RECOMMENDATION 52

The Committee endorses the principle embodied in Sec:
tion 824 of the Mental Health Code and recommends that
this principle apply to community mental health services ag
well as to services provided directly by the Department of
Mental Health.

RECOMMENDATION 53

Any determination of ability to pay for state and commuy.
nity mental health services shall be equitable for both minors
and their parents and for adults.

RECOMMENDATION 54

The Department of Mental Health should appoint a special
study committee with consumer representation to review the
present methodology' for determining ability to pay and to
make appropriate recommendations to the head of the De-
partment and to the Governor if legislative change is neces-
sary. This study’committee should also review Chapter 8 of
the Code as it relates to minors and make appropriate rec-
ommendations to protect them from improper divestiture of
their own assets.

EXPLANATION

By law, Michigan's public mental health svstem cannot
provide services to all persons without cost, but must charge
for services on the basis of their ability to pav.

The Mental Health Code’s provisions for the financial
liability of individuals, spouses, and parents to pay for men-
tal health services do not apply uniformly to both state and
community programs. Additionally, Section 824 of the Men-
tal Health Code stipulates that **no determination of ability
to pay that is made by the Department shall impose an
undue financial burden on the individual or his family.”
Nonetheless, the Committee is concerned that the present
svstem for determining the outpatient, day treatment. and
inpatient fees that are charged to clients, spouses. and par-
ents may pose an undue burden.




Cominunicatio

Common Nomenclature

RECOMMENDATION 55

" 'A common nomenclature is needed for the human services
activities that are common to multiple agencies. A state

interagency task force shall be convened to agree on that
nomenclature. The Network Taxonomy shall be the basis for

the task force’s deliberations.

EXPLANATION

The Commirtee’s recommendation_s I/la'l the. pubh:c mental
health svstem address the totaliry of its clients service needs
are challenging. In support of r/mfe recommendations .the
Committee is recommending that interagency communica-
tion and liaison be a function of each local mental health
anthority and that the Department of Mental I'{eallh com-
municate and negotiate with other siate agencies and w:t{:
the federal government. Additional recommendations detail
how those Sfunctions are to be carried out.

A commonly understood language underlies all serices
woordination efforts. Yet too frequentlv, jargon, acronvms,
and abstruse professional terminology reduce or stop the
flow of communication and services. Different agencies call
the same activiey by different names. Thev may also call
different activities by the same name. The differential use of
the term “day care’" in the mental health and public welfare
wlems is just one example of such linguistic confusion. This
habble prompts duplication and gaps in services and redun-
dunce in planning. It complicates program monitoring. It
teusirates potential users of the service delivery syvstem.

The Committee recommends a siate level project to pre-
pure u single caralogue of names for human services ac-
tattes to be nsed throughout all of Michigan's human serv-
wes delivery sysiems. The project’s basis should be the
Nemwork Taxonomy. That document is the outcome of a
wenlar lengthy and extensive project undertaken by the

Michigan Department of Social Services.

Anather real problem is apparent in the language used to
wennify persons who benefit from mental health system ser -
«es Tocall them simply “M[s" and “DDs"" totally denies
their humanity. The terms “persons who are mentallv ill"*
“nd - persons with developmental disabilities™" are too long
und clumsy tor the rapid or repeated use in lengthy commu-
Medtions. Cliemts.” ““vecipients.”” and “‘consumers’’ are
temew hat Jl‘l’«'rmnuli:mg, but at least not dehumani:ing.
“nd are supgesied gs the terminology of choice.

Approaches to Coordination
l}I('().\r!.\v(F_\'DATION 56

lxency. there must be interagency coordination.
¢ i i
ey oordination, the following approaches may be
A i :
“t:“(r“"dmx fequests in the form of state budget re-
Ques ederal gran, applications. [n developing the re-
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quest the applicant agencies can recognize and resolve coor-
dination problems. Alternatively, the review or funding
agent can require it.

B. The contractual purchase of services by one agency
from another produces clearly defined, very workable
relationships. :

C. The outstationing or co-location of staff in another
agency produces better cooperation through accessibility
and understanding of each other's services and limitations. if
the administration of the host agency insists on-this ‘coopera-
tion (e.g. housing mental health staff in social services of.
fices can make needed mental health services more available
to public welfare recipients). The types of agency staff to be
co-located will vary with the characteristics and service
needs of the community or neighborhood in which the host
agency is located.

D. Information and liaison is not truly a coordination
mechanism. However, sharing of information in an area of
common concern can eliminate the need for more formal
arrangements and can enable joint planning.

E. Steering committees usually provide direction for a
discrete project or activity. They may serve as focal points
for inputs concemning the project and can have real control
over the project.

F. Advisory committees frequently operate in broad areas
of concem and may include representatives from various
levels of government, professional disciplines. special inter-
est groups, consumers, and the general public.

G. Task forces are usually interagency groups created for
the specific purpose of initiating needed services or diagnos-
ing and correcting problems with existing services.

H. Interagency agreements may serve a coordfnaxing
function by themselves or may simply document the condi-

. tions of some other coordinating function.

. EXPLANATION

Committee research disclosed numerous approaches to
services coordination. None represent the one best way of
coordinating services under all circumsiances and for all
time. Mental health system agencies should be aware uf and
practice a range of approaches 1o coordination.

Administrative Supports for
Coordination

RECOMMENDATION 57 - -

Successful client level services coordination requires ad-
ministrative supports, including the following.

A. The area of coordination (a specific client or a specific
activity) needs to be clearly defined.

B. Delivery level staff should be involved in all levels of
the planning and coordination process.

C. Good communication in an agency is vital: information
must move as readily from the service delivery 1o the ad-
ministrative level as it does from the administrative to the
service delivery level.

D. The basic service needs of the consumer and means of
meeting them must be identified, based on both state and
local input, and mutually agreed upon by the agencies
involved. '




E. The agency and the staff which are responsible for

services coordination must also have the authority for .

implementation.

F. It must be recognized that effecting coordination at the
service delivery level requires time and effort. Appropriate
allowances must be made in the agency staffing, coor-
dinator's work load, etc.

G. An ongoing program of training and education must be
in place to further greater cooperation by local agency
boards and better understanding and acceptance of local
mental health programming by the general public. )

H. A mechanism for service delivery must be developed
for the client for whom few or no services exist in a given
area.

I. Human services councils composed of all agencies pro-
viding human services within a given geographic area are
useful in developing and monitoring interagency agreements
for services coordination.

EXPLANATION

Wishing won't make coordination so. Its preconditions
and supports must be in place throughout Michigan's public
mental health system. This recommendation describes some
of those critical supports.

Human Services Councils

RECOMMENDATION 58

A human services council should be created at the local
level to be the focus for coordinating the activities of all
human services agencics in the council s geographic area. To
this end, enabling legislation is recommended which will
provide that:

A. Each county shall have the option of creating a human
services council:

B. Counties should have the option of joining together to
create a human services council;

C. Human services councils shall include: representatives
from the affected county board(s) of commissioners, one
representative from each participating public and private
human services organization, and consumers and/or their
representatives.

D. Each participating human services organization must
annually sign a memorandum of agreement indicating a will-
ingness and desire to cooperate with other human services
organizations and to actively participate on the council for
one year: and

E. Human services councils may form committees to bet-
ter address specific populations or specific needs.

EXPLANATION

“Turfism’ is frequentlv a barrier to coordinating and
eliminating duplication in services deliverv. A neutral body
in which all involved parties participate equally is useful in
allaving this problem. The basic features of such human
services councils, used on a pilot basis in Michigan and
more widely in Minnesota and other states, are described in
the recommendation.

Local Level Interagency Agreements
and Contracts

RECOMMENDATION $9

These terms are defined.

A. Interagency agreement: An agreement between two or
more agencies which clarifies responsibilities and relation-
ships, toward the improved coordination., continuation, and
expansion of services to mentally ill, emotionally disturbed,
and developmentally disabled persons.

B. Contract: An agreement which documents a purchase
Of Sefvices arrangement between two or more agencies, or-
ganizations, or individuals for the provision of services to
mentally ill, emotionally disturbed, and developmentally
disabled persons.

RECOMMENDATION 60

Interagency agreements of the local mental health author-
ity or agencies serving clients of the local mental health
authority shall address process standards in the following
way.

A. Interagency agreements will be established as a result
of the need for coordination or clarification of respon-
sibilities identified by two agencies or by the human services
council.

B. Interagency agreements will be reviewed for comment
by the human services council and where such an organiza-
tion does not exist, by an appropriate committee of the
county board of commissioners.

C. Interagency agreements shall also be reviewed by the
Department of Mental Health Regional Office for comment
and consideration of any relationship to or conflict with
existing state level ggreements. These agreements will also
be reviewed for appropriateness in terms of the rules and
policies of the Department.

RECOMMENDATION 61

Local level interagency agreements shall address policy
standards including guidelines for coordination, reporting,
and communication to occur between the cooperating agen-
cies through inclusion of the following content.

A. These general provisions will be clearly stated:

1. The nature of the agreement including identification
of the agencies or parties involved:
. The purposes and goals of the agreement:
The target population being served:
. The reasons for entering into the agreement:
. The functions and responsibilities to be performed:
and
6. The definitions of key terms being used in the
agreement.

B. The administrative relationships among the participat-

ing agencies will be stated including:
1. The responsibilities and authorities of the liaison
personnel;
2. The plans for-joint staff development, including:
a. Interdisciplinary team training for liaison
personnel, and
b. Training and confercnce sessions for affected
agency personnel:
3. The provisions for continuing review and evaluation
of the program including a schedule for doing 50
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4. The joint development of operating procedures: and
s. The specific programs of the cooperating agencies
which are to be used.
C. The terms of service delivery will be specified
mduld_mlghc services provided by each agency and any condi-
tions attached to their availability including:
a. The methods by which services will be provided,
b. Who will provide the services, and
c. When they will begin: and :
" 2. The referral and follow-up procedures to be estab-
lished, where appropnate. .
D. The means of financing the agreement's lmplcr.ncnta-
tion will be addressed and wfll. cover, where appropriate:
1. The fiscal responsibilities of each agency for
Fee arrangements,
. Staffing,
Provision of space,
. Secretarial help,
. Public information,
Inservice training,
. Office equipment, and
k. Transportation;
The responsibilities for overseeing the budget ac-
companying the agreement, if applicable;
3. The source or sources of funding; and
4. The mechanisms for joint funding proposals follow-
ing the first year of the agrccmcpt. .
E. The extent to which information will be exchanged will
be delineated including: '
!. The agreement that mutual sharing of information
about services and clients served will occur:
2. The kinds of information needed by each agency:
. The responsibility of each agency for furnishing in-
formation: and
4. The responsibility for maintaining appropnate confi-
. dentiality of information shared by others.
F. The functions of the personnel who carry out the
agreement will be specified including:
1. Their numbers and qualifications:
2. Their job descriptions: and
3. The control and supervision of any jointly funded
personnel.
G. The period of time covered by the agreement will be
wentified including:
. Its effective date:
2. The length of time the agreement will run: and
3. The conditions for renewal, modification or carly
fermination.
H. Notsfication and dissemination procedures will be
spectfied including:
- Dstnbution of the agreement to affected personnel
of the cooperating agencies:
- Drvsemination of changes and terminations to agen-
cies affected by the agreement: and
use of media 10 inform the public of the agree-
ment’s mplementation, revision or termination.

m e an o
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lu‘()HME\'DATlON 62

*T:hncn Mental health authority wiff, with participant
4nd an outside source, monitor local leve| agree-

27

ments related to the local mental heaith authority at the
following intervals:

A. The first formal review will occur six months after the
agreement is signed:

B. The second review will be conducted one year after the
agreement is signed: and

C. Subsequent reviews shall be annua.

RECOMMENDATION 63
Contracts between the local mental health authority and

local agencies shall follow the same basic guidelines and
policies as for interagency agreements. Specific guidelines
and policy affecting contracts are as follows.

A. A contract with the local mental health authority is
entered into under the authority granted by Public Act 258 of
the Public Acts of 1974, as amended. and in accordance with
the rules and regulations of the Michigan Depantment of
Mental Health.

B. The contract is specifically between the local mental
health authority and an agency or individual being requested
o provide services for the local mental health authonity.
Therefore, final authority regarding contracts rests with the
local mental health authority.

C. The Michigan Department of Mental Health has re-
sponsibility for developing specific guidelines and outlines
for contractual agreements made by the local mental health
authority.

D. The human services council shall encourage the local
mental health authority to utilize existing resources and
agencies to provide services to the clients of the authority
before developing new services which will be duplicative,

EXPLANATION

_The interagency agreement is an increasingly used mech-
anism for coordinating the activities of agencies and service
delivery svstems. Howeyer, inconsistencies and omissions in
those agreements contribute to problems in their successful
implementation.

The Committee's Svstems Relationships Subcommitree
has thoroughly reviewed all existing interagency agreements
and several contracts of the Michigan Department of Mental
Health. It has examined several local agreements and (on-
tracts and reviewed several national studies of cooperative
service agreements. The process for developing. implemen;-
ing, and reviewing agreements in Michigan has also been
studied. The recommendations describe features in the con-
tent. development, and use of interagency agreements that
would, if regularized. contribute lo the effectiveness of in-
leragency agreements in coordinating senvice delivery.

The Governor's Human
Services Cabinet

RECOMMENDATION 64

The Governor's Human Services Cabinet shall be re-
vitalized to promote state interagency cooperation.

EXPLANATION

State level policy and procedural barriers exist to coordi-
nated service delivery. The use of one mechanism fur ovér-
coming these barriers. interagency agreements. has been



often flawed by the failure 10 adequately review and monitor
their development and operation. The Governor's Human
Services Cabinet could compel resolution of state level
coordination issues. Annual rotation of the Cabinet chair
responsibility among department directors is proposed as a
means of making the Cabinet more viable. Services coordi-
nation by the Human Services Cabinet provides a state level
parallel 1o local human services councils.

-State Level Interagency-Agrcements

RECOMMENDATION 65

State level interagency agreements of the Michigan De-
partment of Mental Health shall address policy and process
standards including guidelines for coordination, reporting,
and communication that will occur among the cooperating
agencies through inclusion of the following content.

A. These general provisons will be clearly stated:

1. The nature of the agreement including identification
of the agencies or parties involved:
. The purpose and goals of the agreement:
. The target population being served:
. The reason(s) for entering into the agreement:
. The functions and responsibilities to be performed:
and
6. The definitions of key terms being used in the
agreement.

B. The administrative relationships among the participat-
ing agencies will be stated, including:

1. The responsibilities and authorities of the liaison

personnel, and

2. The plans for joint staff development including:

a. Interdisciplinary team training for liaison
-personnel, and ,

b. Training and conference sessions for affected
agency personnel: '

3. The provisions for continuing review and evaluation

of programs inciuding the schedule for doing so:

4. The joint development of operating procedures: and

5. The specific programs of the cooperating agencies

which are to be used.
C. The terms of service delivery will be specified
including:
1. The services provided by each agency and any condi-
tions attached to their availability;
a. The method by which the services will be
provided,
b. Who will provide the services, and
¢. When they will begin: and
2. The referral and follow-up procedures to be estab-
lished, where appropriate.

D. The means of financing the agreement’s implementa-

tion will be addressed and will cover, where appropriate:
1. The fiscal responsibilities for each agency for
a. Fee arrangements,
. Staffing,
. Provision of space,
. Secretarial help,
. Public information,
Inservice training,
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g. Office equipment, and
h. Transportation:
2. The responsibilities for overseeing the bud
companying the agreement, if applicable:
3. The source(s) of funding: and
4. The mechanisms for joint funding proposals follow
ing the first year of the agreement. )
E. The extent to which information will be exchan
be delineated, including:
1. The agreement that mutual sharing of informatiOn
about services and clients served will occur:
2. The kinds of information needed by each agency:
3. The responsibility of each agency for fumishing ip.
formation: and
4. The responsibility for maintaining appropriate conf.
dentiality of information shared by others.
F. The functions of personnel who carry out the agree.
ment shall be specified including:
1. Their numbers and qualifications:
2. Their job descriptions: and
3. The control and supervision of any jointly fundeq
personnel.
G. The period of time covered by the agreement wil| be
identified including:
1. Its effective date:
2. The length of time that the agreement will run: ang
3. The conditions for renewal, modification. or early
termination.
H. Notification and dissemination procedures will be
specified including:
1. Distribution of the agreement to affected personne|
of the cooperating agencies:
2. Dissemination of changes and termination to agen-
cies affected by the agreement: and
3. The use of media to inform the public of the agree-
ment’s implementation, revision, or termination.

get ac.
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RECOMMENDATION 66

The process used by the Michigan Department of Mental
Health in developing state level interagency agreements shall
include:

A. Use of a standardized format;

B. Review and approval of the Governor's Human Serv-
ices Cabinet prior to final signature, subject to the following
conditions.

1. When the agreement is required by federal law, the
Human Services Cabinet will neither apply standards
which conflict with those set by the federal govern-
ment, nor unnecessarily delay negotiation and im-
plementation of the agreement: and

2. The Human Services Cabinet shall not approve the
right of any state department to make an agreement.
but rather the conditions surrounding the agreement.
such as:

a. Does it needlessly duplicate already existing
services:
b. Will it reasonably produce the desired outcome:
Is the program adequately funded: _
d. Are the proposed methods of implementation
fully feasible; and
e. Does the document comply with these
guidelines; and

(2]




'C. Involvement of the Department of Management and
Budget to synchronize the agreement's implementation with
its supporting resources and the state budget cycle.

RECOMMENDATION 67

The Governor's Human Services Cabinet will, with partic-
ipant agencies, field personnel, and an outside source,
monitor state level agreements of the Michigan Department
of Mental Health at these intervals:

A. The first formal review will occur six months after the
- agreement is signed:

B. The second review will be conducted one year after the
agreement is signed: and

C. Subsequent reviews shall be annual.

At three years, consideration should be given to cither
giving the agreement a stronger authority base, revising it, or
terminating it.

RECOMMENDATION 68

All state level agencies wishing to enter into agreements
with the Michigan Department of Mental Health shall be
required to follow these guidelines for state level interagency
agreements in the development of those agreements.

RECOMMENDATION 69

If after an appropniate period of time the effectiveness and
value of these guidelines shall be established, it will be desir-
able that this mandate be extended to all state leve] intera-
gency agreements.

EXPLANATION

These recommendations have the same basis as do the
recommendations Sor local level agreements. State level
agreements were fourd 10 be particularly deficient in provi-
sons that would assure implementation ar the client level
and ni&miloring of the agreements' continued Sfunctioning.

Legislative Liaison
RECOMMENDATION 70

A formal mechanism shall be established to involve local
meplal health authorities in proposing legislative change and
sving feedback on the impact of new legistation.

EXPLANATION

The Commirree s recommending that legislative liaison be

4 pnnt funclion of the Department of Mental Health and
b al mengyl health authorities.

tion u/'rnuhling Statutes,

Th :
| rcommendation further explains how that function

Ihuuld ; .

o he'»( arried out. It does noy intend 1o curiail the legis-
nrhm‘;/”(” und ‘Communication thar now normally and
liv .-\ )

Vooccurs, bup 4o create an orderly upward and

ar knowledge of and input to the legisia-
ental healrh programs.

o aw gry Process f
've proy S5 far o

In adopting this recommendation the Committee consid-
ered and rejected an alternative which would have continued
the present practice of having the Depariment of mental
health and the Governor maintain their present singular
responsibility for proposing und promoting legislation thay is
beneficial 1o mental health programs.




RECOMMENDATION 71

Increased emphasis and sufficient funding shall be given to
continuing relevant public mental health research activities.
All legitimate manners and sources of funding outside of
Michigan's public mental health system shall be pursued to
support research activities.

RECOMMENDATION 72

The Department of Mental Health, in cooperation with
local mental health authorities, shall regularly set priorities
for research topics which are relevant to public mental health
system clients.

RECOMMENDATION 73

Michigan's public mental health system will promote the
dissemination of research results and the application and
implementation of practices proven through research to be
successful.
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RECOMMENDATION 74

Increased interaction shall be fostered between Mich;.
gan’s public mental health system and the scientifie/
academic community to facilitate cooperation on research
areas relevant to mental health service delivery systems.

RECOMMENDATION 7§

Primary prevention research, innovation, and dissemina.
tion shall be a mandated function of the State Department of
Mental Health.

EXPLANATION

The Committee considers research to be a mental health
svstem priority that is essential to improving the quality of
the system’s services. These recommendations provide addi.
tional detail for the research and the dissemination of inno-
vation functions assigned to the Department of Menia|
Health and for the research activities in which local menya|
health authorities may engage.




State and Local Shares

ucoMmNDATION 76
seal-funding will be provided for both manda-

f"—-——\“m's*(‘a'iavaﬁd—lb‘_. o

tory and supplemental mental heaith programs at the 90-10

ratio.
EXPLANATION

Since enactment of the 1974 Mental He-'alth Code, state
and county governments have been required to share tlfe
wst of both state and community programs on a 90-10 basis.
(r-;"( Committee recommends continuing this practice. Such
sharing will affirm the responsibility of local government f:or
not only providing services but also for making a financial

commitment 1o them. ' .
The following alternatives were considered but not

recommended: .
1. Both mandatory and supplemental programs will be

totally state funded.

hd :Wandalory programs shall be rtotally state financed
and supplemental programs will be toially locally financed.

3. Mandatory programs will be state funded and supple-
mental programs will be both state and locally funded.

4. Local funding will be provided for both mandatorv and
wpplemental programs and state funding will be provided
tor oalv mandatory programs. .

Local FL:mds

RECOMMENDATION 77

The continued local funding of mental health programs
shall be supported by: '
A. Requiring current dollar maintenance of effort funding,
at the 107 level specified in the FY *79-"80 allocation:
B. Increasing the available local funds by broadening the
definition of local match to include
l. Client fees. including third party payments,
- Non-governmental grants,
- County funds allocated to probate courts for mental
health costs,
4. Donated in-kind commodities and services,
$. Expenditures of other county departments on mental
health clients, and
- Alllegal obligations, insurance costs, judgments, and
scttlements ansing from the operation of the local
C Earmarkis
marking “'H ivi i
ety sc:lvices:ez::jcc Dividend™ dollars for local

D Allowing stare f i .
unds paid as a “Headlee Dividend™" to
P used as jocy) matching funds.

EIP[A\'A TION

N
3

The Director o
1
“rved the o! the Department of Mental Health has

ommi; : .
tee to make recommendations that provide
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stable and ample funding for public mental health services.,
The portion of iotal community program costs that is now
actually paid by local governments ranges from 2 10 32
percent. Whatever the current level of local financial com-
mitment, many communiry programs are unable 10 get new
local funds for program expansion.

Increased difficulties in securing local funding for mental
health services are expected as the impact grows of the
Headlee Amendment to the Michigan Constitution. The
Amendment’s millage rollback provision will effectively re-
duce the services which local goveraments can support.
Simultaneously, its provision fixing the share of the state
budget that must be directed to local governments will, for
the next decade, due to declining K-12 school enrollments,
make more state funds available to local governments.

The Committee recommends supports for the continued
and greater availability of local funds for mental health
programs. The definition of whar can be counted Sfor the ten
percent local share is broadened in a recommendation that
is largely consistent with the proposals of the Mental Health
Commirttee of the Michigan Association of Counties, the
Michigan Association of Community Mental Health Boards.
and the Michigan Association of Communiry Mental Health
Directors.

It is additionally recommended that a portion of the state
Sfunds which the Headlee Amendment requires be paid to
local govenrments be designated by the Legislature for men-
tal health programs. These funds would also then be consid-
ered as part of the ten percent local share.

Allocating State Funds

RECOMMENDATION 78

State funds will be allocated to local mental health au-
thorities on a per capita basis, as weighted by a measure of
the economic resources of the service area and the numbers
of persons in the area that are in need of mental health
services.

EXPLANATION

While there is little agreement on how equiry should be
measured. it is widely believed that the current distribution
of state funds to local mental health programs is inequitable.
If per capita allocations are the measure Sfor equirv. the
range for the 1977-78 fiscal year was from $3.53 to $19.34.

The Committee recommends a basic per capita distribu-
tion of state funds. This distfibution should be weighted by a
measure of the economic resources that impact on the com-
muniry's ability to support mental health services. Addi-
tional weighting by demonstrated need for mental health
services supports the Mental Health Code's requirement
that services be given first to persons in greatest need.

Increased Funding

RECOMMENDATION 79

The funds appropriated to public mental health programs
should be sufficient to make adequate and appropriate serv-
ices available to all persons who need them. ‘




RECOMMENDATION 80

Improved coordination is not a panacea. Effective use of
existing resources is prerequisite. However, in centain cir- .
cumstances adequate, realigned, or increased funds will be
required to address human need.

EXPLANATION

The Committee was convened to address the problems
and inequities in Michigan's state and community mental
health care svstems. The changes in policy and practice
proposed in the Committee's recommendations will remedy
many of the deficiencies. Others-will-be—remedied;—quite:
simply, onlv when more resources are provided for mental
health and other human services.

“Into the Eighties”
is respectfully submitted to
Governor William G. Milliken by:

Samuel L. Davis Patrick F. Killeen Howard L. Shapiro
John T. Dempsey, Ph.D. William L. McShane V.A. Stehman, M.D.
Judge Robert L. Drake Albert L. Meuli Thomas A. Tucker
Mildred A. Ellis Gerald H. Miller, Ph.D. A. Roger VanderSchic
Thomas G. Ellis, Ph.D. Dorothy L. Moser Ann L. White
James K. Haveman, Jr. Richard J. Nadolny Henry P. Widrich
James W. Jordan, Jr. Nancy J. Nichols Charlotte L. Williams
Gerald R. Provencal Orian Worden, Ph.D.
(Signatories)
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Part 'V

Committee Roster

Carlene C. Bonner

Detroit. Michigan

Chair, International Year of the Child, Wayne State
University

Member. Administration and Finance Subcommittee

Samuel L. Davis

Southfield, Michigan

Executive Director, Michigan Association for Emotionally
Disturbed Children

Member, Administration and Finance Subcommittee

Member, Mission Statement Subcommittee

Joha T. Dempsey, Ph.D.

Lansing, Michigan
Director, Michigan Department of Social Services
Member, Systems Subcommittee

Judge Robert L. Drake

Lansing, Michigan

Probate Court: Chair, Mental Health Committee, Probate
Judge Association

Member; Services Subcommittee

Mildred A. Ellis

Detroit, Michigan

Representative, Michigan Mental Health Association;
Chair, Children and Youth Committee, Wayne County
Community Mental Health Board

Co-Chair, Systems Subcommittee

Thomas G. Ellis, Ph.D.

Calumet. Michigan

Mental Health Advisory Council

Member, Administration and Finance Subcommittee

James K. Haveman, Jr.

Grand Rapids, Michigan

County Director, Kent County Community Mental Health
Board

Member, Administration and Finance Subcommittee

Robert E. Johnson

Lansing, Michigan

AFL-CIO Representative
Member, Systems Subcommittee

James W, Joedan, Jr.
Lansing, Michigan
Executive Assistant to the Govemor

Patrick F, Killeen

Southfield, Michigan

Health Cape Consultan;
Intemationa] Union, U.A.W.

Mem P )
ber, Administration and Finance Subcommittee
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Samuel C. McKnight

Southfield. Michigan

Attomey: President, Hoover Parents Association, Chapter
of Oakland and Macomb Counties Association for
Retarded Citizens

Member, Services Subcommittee

William L. McShane

Port Huron, Michigan

Executive Director, Community Mental Health Services of
St. Clair County

“Member, Administration and Finance Subcommittee

Albert L. Meuli

Newberry, Michigan

Regional Director, Department of Mental Health Upper
Peninsula Region: Director, Newberry Regional Mental
Health Center .

Member, Services Subcommittee

Geraid H. Miller, Ph.D.

Lansing, Michigan

Director, Michigan Department of Management and
Budget

Member, Administration and Finance Subcommittee

Dorothy L. Moser

Grand Rapids, Michigan

Former President, Michigan Association for Retarded
Citizens, and Vice Chair, Michigan State Planning
Council for Developmental Disabilities

Member, Services Subcommittee

Richard J. Nadolny

Wyandotte, Michigan

Chair, Mental Health Committee. Michigan Hospital
Association

Member, Administration and Finance Subcommittee

Nancy J. Nichols

Tecumseh, Michigan

Chair, Lenawee County Board of Commissioners
Co-Chair, Systems Subcommittce

Thomas Presnell

Detroit, Michigan

County Commissioner: Chair, Wayne County Community
Mental Health Board i

Member, Systems Subcommittee

Geraid R. Provencal

Mt. Clemens, Michigan

Director, Macomb-Qakland Regional Center
Chair, Services Subcommittee

Member, Mission Statement Subcommittee

Howard L. Shapiro

Detroit, Michigan

Executive Director, Epilepsy Center of Michigan

Chair, Michigan State Planning Council for Developmental
Disabilities

Member, Systems Subcommittee

Member, Mission Statement Subcommittee




V. A. Stehman, M.D,

* Lansing, Michigan

Chief Deputy Director, Michigan Department of Mental
Health

Thomas A. Tucker

Warren, Michigan

Parent of a retarded child: Senior Vice President and
General Manager, Campbell-Ewald Company

Member, Systems Subcommittee

"A. Roger VanderSchie ' -

Cadillac, Michigan

Director, North Central Michigan Community Mental
Health Board

Member, Administration and Finance Subcommittee

Ann L. White

Niles. Michigan

President, Michigan Association of Community Mental
Health Boards

Chair, Administration and Finance Subcommittee
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Henry P. Widrich

Southfield, Michigan

President, Oakdale Guardianship, Inc.: Past Board
Member, Michigan Association for Retarded Citizens:
and, Past President, Oakdale Parents Association

Member, Services Subcommittee '

Charlotte L. Willilams

Flint, Michigan

County Commissioner; President, National Association of
Counties

Member, Systems Subcommittee

Orian Worden, Ph.D.

Detroit, Michigan

Psychologist: Member, Search Committee for Mental
Health Director

Member, Services Subcommittee

Claud R. Young, D.O.

Detroit, Michigan

Physician

Member, Administration and Finance Subcommittee




Part VI

Minority Reports
samuel L. Davis and Mildred A. Ellis

The Final Report would have been a p’cher, more human
document if it had addressed the specialized needs of differ-

t population groups served by the mental health system.
;n mﬁéh&‘fiﬁ‘s“m‘“ﬁ?without distinguishing between age
g:oipings often ignore variatiops {n planning, budgcting.' gnd
service delivery that are esscnua.l if such problems as 'wamng
lists. gaps in service, fragmentation, and unevenness in qual-
ity are to be solved. - . .

Mental health practitioners are confronted da:ly‘ with
unique problems in providing care and u_'catm_cnt tp children
and adolescents, ygt the Final Report neither identifies these
problems nor the specialized approaches Fhat are availableto
solye them. This is particularly dxstr.cssmz t_o those in the
children’s field as testimony at public hc‘anngs anq otl?cr
communications received by the Governor's Committee in-

dicates. . .
We believe that there are many specific recommendations

that could have been made to improve services to children
and adolescents. First, and most important:

Child and adolescent services must be accepted as a spe-
cialized area and it must be understood that planning re-
quirements and direct service methods often differ from
those that are appropnate for adult and mental retardation
services.

In addition, we would like to offer the following recom-
mendations:

1. The Department of Mental Health should establish a
Central Office position of Director of Child and Adolescent
Services. This position should be filled by a person with
chnical and planning experience in-children’s services:
shouid be properly compensated: and should be at an organi-
zational level that ensures influence in Department
decision-making.

2. The Governor should direct the various departments of
State government 1o coordinate efforts on behalf of disturbed
children and adolescents. Meaningful coordination is des-
perately needed between schools and mental health agen-
cies: and mental health agencies, the courts, residential care
programs. and the Department of Social Services.

3. The recruitment and retention of trained professional
workers must be given priority. Implicit in this recommenda-
tion 13 the belief that trained mental health workers must be
permitted to panicipate in the development of policies that
effect clinical practice: and that Department of Mental
Health leadership must emphasize the importance of special-
1ed training in working with children.

"_:;“:m':inﬂ instutitions (univcr.sitics and agency in-service
. chnlxd pdggrams) must emphasize the value of knowiedge
elopment and psychopathology and provide

w - T S .
ell-supervised clinical €xperiences for students and
workers.

<
“;i The Depariment of Mental Health must reassess its
uation, accountability, and reporting requirements be-
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cause these are often viewed by practitioners as both limited
in value and wasteful in time and energy.

6. Community mental heaith boards and the Department
of Mental Health should set as their goal the development of
a true network of services for children and adolescents: al
program elements of this network must be in place for any
one to work effectively.

7. Improved financial support for child and adolescent
services is still needed, especially in such areas as preven-
tion and residential care services. s

It is our hope that the Govemor, the Legislature, and the
Director of the Department of Mental Health will recognize
that emotionally disturbed children and adolescents, and
other population groups as well, require services which are
tailored to their distinctive needs.

*The above recommendations are the product of the
Working Conference on Child and Adolescent Treatmen:
Services for the Emoitionally Disturbed sponsored by the
Michigan Association Sfor Emotionally Disturbed C. hildren,
the University of Michigan School of Social Wrok and the
Washtenaw Counry Community Mental Health Center in
1978.




Henry P. Widrich

As per decision of the Governor's Committee on Unifica-
tion of the Public Mental Health System, I submit herewith a
few thoughts which may be considered a2 minority report of
one.

1. Members of any mental health board must not be ap-
pointed by a board of commissioners, which constitutes a
political appointment. According to the preceding final re-
port to the Governor, the local community mental health
board will be regarded as the single point of entry. There-
fore, it becomes of paramount importance that the body
which will serve the client best must consist of people who
will have the necessary expertise to make the needed
decisions.

Recommendation

The community must appoint an advisory board to the
board of commissioners consisting of people who have the
required expertise to deal with the problems of mentally ill
and developmentally disabled clients. Such an advisory
board must also include consumer representation. This advi-
sory board, in turn, will appoint qualified members to the
community mental health board which does not preclude
that members of the advisory board of part thereof can, in
fact, constitute the community mental health board.

2. State facilities must remain autonomous and be sub-
Jjected to control by the Central Office. If the Department of
Mental Heaith will be unified, there is no room for excep-
tions. Furthermore, community mental health boards, wher-
ever geographically possible, should be required to avail
themselves of these facilities for the procedure of single
entry and exit in and out of the system. -

3. It has been suggested in this report that a second opin-
ion may be obtained by the client's 'parent/guardian if it
applies to surgery only. This statement is too narrow. It
excludes certain aspects of medical treatment which could
require a second opinion.

Recommendation

Include eye, ear, and dental treatments.

4. A recommendation was presented to the Committee
stating that within the Department, a separation should be
made between services to mentally ill and developmentally
disabled individuals. The Committee voted to let the Di-
rector of the Department make this decision. Reference is
also made in this report to the States of New York and
California which, from a dual system, changed to a single
system for mentally ill and developmentally disabled indi-
viduals. To the best of my knowledge, the State of California
changed back to the dual system.

In an informal survey taken last October at Oakdale with
the presence of over 100 peopie (parents, relatives, guar-
dians) an overwheiming majority felt that the needs of all
clients would be much better served if such a separation
were to be made. The Department of Mental Health is urged
to reconsider its position. The same concerns were also
voiced at the public hearings.

36

‘needed funds, address themselves to this pro

S. It is unfortunate that the Committee, due 1o lack
time, did not consider the needs of individuals whe are bod
mentally ill and developmentally disabled. It s sugges y
that the Department and Legislators, by Providing uC:
. . g blem by
developing special programs and residences for these
individuals.




